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Attachment 7

Date        Last Name


            First Name  
                            MI

  Client ID

	     
	     
	     
	     
	     


 Medical Care Providers
Physician’s Name/Address


 Phone

 Specialty
Last Seen           Next Appt.
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


History of Hospitalizations (Include Psychiatric & Substance Abuse)

Illness   




 Date

  Where
	     
	     
	     

	     
	     
	     

	     
	     
	     


	Other Illnesses and Opportunistic Infections:
	Yes
	No
	Describe:

	Have you been diagnosed with an OI?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Have you been diagnosed with an STD?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Have you been tested for TB?  Please provide date/results.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Have you been tested for Hepatitis A, B, C, if yes, when?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Are you pregnant?  If yes, when is your due date?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	When was your last pap smear (gynecological exam)?
	     


Current Health Status

	What is your latest CD4 count?
	     
	Date 
	     

	What is your latest Viral load?
	     
	Date
	     


Current Medications including over the counter (OTC) 
Medication:               



 Dosage:
 
        Frequency:
	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Any known drug allergies?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N  Describe:
	     


 Pharmaceutical Providers

Name/Address:


     


 Phone:

 Fax:
	     
	     
	     

	     
	     
	     

	     
	     
	     


	Medication Adherence:
	Yes
	No
	Comments:

	Do you take medications as directed?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Do you require assistance taking your medications?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Do you have problems with provider appointments?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Describe any problems or assistance you need with medications.
	

	Mental Health/Substance Abuse History & Treatment:

	Yes
	No
	Comments:

	Do you want mental health counseling now?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Do you want substance abuse treatment now?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Are you currently using any substances?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Diagnosis


Treatment
  Date
       Provider

            Phone
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	Nutrition
	Yes
	No
	Comments:

	Do you have a good appetite?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Current weight
	     

	Have you lost or gained weight in the last 6 months? (>/<10lbs)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	How much?
	     

	Are you currently seeing or do you need to see a nutritionist?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     



Housing Arrangements:
	Status:

 FORMCHECKBOX 
 Homeless
 FORMCHECKBOX 
 Rent
 FORMCHECKBOX 
 Own
 FORMCHECKBOX 
 Other

 FORMCHECKBOX 
Government   Subsidized
	Structure:

 FORMCHECKBOX 
 House
 FORMCHECKBOX 
 Mobile Home
 FORMCHECKBOX 
 Apartment
 FORMCHECKBOX 
 Room(s)
 FORMCHECKBOX 
 Shelter
 FORMCHECKBOX 
 Other
	Home and safety access:
     

	Household
	Yes
	No
	Comments:

	How long at current residence?
	
	
	     

	How many adults live with client?
	
	
	     

	How many children live with client?
	
	
	     


	Household:
	Yes
	No
	Comments:

	Is your name on the lease/mortgage?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Are there any household pets?  Describe.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Are all other household members aware of your status?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Do you have a living will and/or other advanced directives?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	If you become unable to care for yourself, is there someone to help you?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Education:
	Yes
	No
	Comments:

	Can you read?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	What is the highest level completed?
	
	
	     

	Do you have other training?  Describe.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Activities of Daily Living

Do you help with:
	Yes
	No
	Comments: (How much, how often, who helps)
	Referral Needed.
      Yes        NO

	Personal care: Dressing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Personal care: Bathing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Personal care: Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Personal care: Toileting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mobility
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Transportation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using the telephone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Shopping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Preparing meals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Laundry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Light housekeeping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Heavy chores
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Managing personal finances
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Keeping track of appointments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Client’s Eligibility Period (See NOE for dates)
	From         to       
	Re-determination due by:
	     

	Client is eligible for and enrolled in:
	 FORMCHECKBOX 
 Ryan White  FORMCHECKBOX 
 ADAP   FORMCHECKBOX 
 AICP   FORMCHECKBOX 
 HOPWA


Insurance Information

	Does client have private health insurance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Carrier:

	How is the premium covered?   FORMCHECKBOX 
Employee   FORMCHECKBOX 
 Private Pay   FORMCHECKBOX 
 Cobra


Service Referrals
	Service Need
	Date Need Identified
	Referral Needed

Yes       NO
	Referral Details

	Medical Case Management
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Primary Medical Care
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specialty Medical
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Treatment Adherence
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Labs
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Medications
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Dental Care
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Mental Health Counseling
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Substance Abuse Treatment
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Health Insurance - AICP
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Health Insurance Co-pay
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Pre-Natal Care
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Non-Medical Case Management
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Medical Transportation
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Food
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Housing Assistance –HOPWA
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Social Service Resource (Medicare, Medicaid, PAC, VA, Patient Assistance, Human Services)
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Need for information – Check all that applies:

	Service Need

Date Need Identified
	Referral Needed

Yes       NO
	Referral Details

	General HIV/AIDS Educational Materials
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specific OI/Treatment Modalities Information
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Safer Sex Practices
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Living with HIV/AIDS Education Materials
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Social Security and other Public Assistance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Family Planning/Women’s Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Legal Issues
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Initial Comprehensive Assessment Summary
	A. Eligibility and participation in other HIV/AIDS programs/services (includes the client’s current participation in other local, state and federal programs in which HIV/AIDS services are being accessed and other programs.)
     

	   Goals for Service Plan: 
     
	Referral needed.

  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	B. Financial Information (May include present budget counseling and debt management, employment options and insurance issues.)
     

	Goals for Service Plan: 

     
	Referral needed.

  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	C. Medical History and Current Health Status (includes an assessment of the client’s health status, disease stage, diagnosis, previous and current treatments, participation in the ADAP program and the client’s knowledge of HIV disease.)
     

	Goals for Service Plan: 

     
	Referral needed.

  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	D. Client Adherence to Treatment (includes the client’s adherence to treatments, pharmacy prescription pickups, dietary restrictions or alterations, coordination of meals and pill taking as well as other factors, which influence the client’s adherence.)
     

	Goals for Service Plan: 

     
	Referral needed.

  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	E. Social Information (includes and assessment of the client’s family, living arrangements, cultural background; availability of food, housing and medical transportation; need for legal assistance, client’s religious background and any other social related issue which may impact the client’s access to medical and support services.)
     

	Goals for Service Plan: 

     
	Referral needed.

  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	F. Mental Health Status/Substance Abuse Treatment (includes an assessment of the client’s overall mental health status and if any issues any issues with substances abuse exists.)
     

	Goals for Service Plan: 

     
	Referral needed.

  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No


	Case Manager (Print)
	Case Manager Signature
	Date Completed


Client Name______________________ Client # __________________ CM Initial _______ Date __________
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